Introduction: Hepatitis B virus infection is a major global health problem of public health importance. In a bid to control the infection, the
Introduction
Hepatitis B viral infection is a major global health problem with predilection for the liver and is known to commonly lead to chronic infections after the acute infection. The chronic infections increases risk of death from childhood hepatic failure, cirrhosis of the liver and liver cancer [1] [2] [3] [4] . The earliest recognition of the public health importance of hepatitis B virus infection is thought to have occurred when it appeared as an adverse event associated with a vaccination campaign [5, 6] .
More than 300 million people have chronic liver infections globally and about 600,000 people die annually from acute or chronic complications of hepatitis B infection [5] . The highest prevalence of hepatitis B infection is in sub-Saharan Africa and East Asia [5] .
Majority of the people in these regions become infected during childhood and between 5-10% of the adult population is chronically infected [5] .
Several studies in Nigerian children have recorded prevalence rates of hepatitis B surface antigen (HBsAg) ranging from 4.1% to 44.7% varying from one locale to another [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] . Some of these studies however were hospital based with obvious limitations and different screening methods were used. The pooled prevalence of HBV in Nigeria from studies carried out between 2000 and 2013 is 13.6% and for children was 11.5% [17] . HBV prevalence in Nigeria also varied by the screening method used; the result varied from 12.3% by enzyme-linked immunosorbent assay; 17.5% by immunochromatography; and 13.6% by HBV DNA polymerase chain reaction [17] . HBV infection is thus hyperendemic in Nigeria and may be the highest in sub-saharan Africa [17] .
The seroprevalence of HBsAg among children which serves as a proxy for chronic HBV infection is the first indicator that will be affected by an infant vaccination programme and can therefore be used to monitor the programme's impact over a short term [1] . A vaccine against hepatitis B has been available since 1982 [5, 6] .
Hepatitis B vaccine is 95% effective in preventing infection and its chronic consequences; it was the first vaccine against a major human cancer [6] . The recombinant vaccines by Pablo DT Valenzuela in 1986 replace the earlier vaccine [5] . In Nigeria, the vaccine was introduced into the National Program on Immunization 3), one sixth of the sample size for the school was equally allocated to each class, for those with classes less than these, the sample size was calculated equally among them.
For the fourth stage, each class was stratified based on streams (that is A, B, C, etc) in the class. The number of children recruited from the class was equally allocated among the streams.
The fifth stage was the final recruitment of a child from a particular stream. Serial numbers of students in the class register was used.
From the class register, participants were selected randomly. This ensured that any child in the school could be recruited. Where a subject was to be picked by random selection but was not available in school for any reason or did not satisfy the inclusion criteria, such was dropped and the next was taken.
Data collection: data were collected using a structured interviewer 
Laboratory investigations:
Blood samples were obtained from all eligible subjects for serological test for HBsAg antibody. Two millitres (2mL) of venous blood was obtained from each participant under aseptic procedure into a properly labeled serial number-tagged clean plain bottle and allowed to clot. Serum was separated and used for the analysis.
Hepatitis B surface antigen (HBsAg) was detected using 
Results

General characteristics of the study population
A total of 749 children aged between 11 years to 19 years participated in the study. Nine of the participants were positive for
HBsAg giving a seroprevalence of 1.2%. Of these, 477 (63.7%)
were females and 272 (36.3%) were males giving a ratio of 1.7:1.
The age group 14 to 16 years had the highest representation with a total of 384 (51.8%). The mean age of children studied was 14.8 ± 2.0. This is as shown in Table 1 . Table 2 shows the bivariate analysis between variables and outcome of HBsAg screening. Age and unsafe traditional practice of scarification mark were statistically significant for positivity to HBV. There was an increasing trend in the age of participants positive for HBs-antigenaemia, this was statistically significant (p = 0.020). Seven out of the nine adolescents were of the low socio-economic class. Table 3 shows the binary logistic regression model for HBsAg positivity, age was the only variable that significantly predicted positivity to HBsAg at both the univariate and bivariate levels (95% CI 1.22-12.63).
Discussion
The seropositivity of HBsAg in this study was 1.2%. This prevalence is less than most studies carried out in Nigerian children where the prevalence ranged from 4.1% to 44.7% [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] . Some of these studies were done in a hospital setting and had fewer sample size compared to the present study. Ugwuja et al [7] carried out their study on adolescent age group in south eastern Nigeria and they had a prevalence of 4.1%. Different screening methods were used for laboratory analysis, this could have accounted for the differences in the prevalence rates [17] .
There was a significant association between increasing age and positivity to HBsAg in this study. This is similar to that observed by Abiodun et al [10] in Benin City and Bukbuk et al [13] in Maiduguri in Nigeria. This also supports the assertion that vertical transmission may not play a major role in the spread of HBV infection in Nigeria [19, 20] . In some West African countries, some reports have shown that horizontal transmission may play more role in infection with HBV than vertical transmission [21] [22] [23] .
In this study, female children had a higher prevalence than their male counterparts though the difference did not reach the level of significance. Donbraye et al [16] working in Osun state, south west, Nigeria also showed higher prevalence in female children than males but the difference similarly did not reach significant level. Bukbuk et al [13] working in northern Nigeria also showed no significant difference between males and females. Other risk factors associated with HBV infection in the study population though not statistically significant included number of persons in the household, unsafe sexual exposure, traditional practice (scarification marks) and low socio-economic status of the family. This is also in agreement with Al-Faleh et al [24] working in Saudi Arabia who demonstrated that family size and socio-economic status was not significantly associated with HBV positivity in children.
Chukwuka et al [14] also working in Ebonyi State, Nigeria showed no significant association between the cultural practice of scarification marks and ear piercing to HBs-antigaenaemia though this also was a risk factor in their study population.
Conclusion
The study shows a low prevalence of asymptomatic HBV infection among the participants. Although the prevalence is low, the chronicity of the illness and high cost of treatment makes preventive strategies a reasonable option in resource-limited countries. Public health education and vaccination against the virus are therefore advocated for adolescents born in the pre-hepatitis B vaccine era in the Nigeria.
What is known about this topic
 Hepatitis B is a disease of public health importance which is endemic in many parts of the world 
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